A cluster epidemic of 13 Morganella morganii infections involving 11 patients occurred over a 3-month period in 1977. This epidemic was unusual in that it involved four services and five hospital floors. The outbreak was effectively terminated when strict asceptic techniques were reinforced.
Ail the infections involving M. morganii were identified as nosocomial by using the criteria defined for the National Nosocomial Infections Survey program. The bacteria were isolated from various specimens as detailed in Table 1 . After isolation on the routine media previously described (4), the morganellae were identified according to the method of Brenner et al. (2) . Ail antibiotic susceptibilities were determined by agar diffusion methods (1) .
The suspicion that a cluster epidemic was developing in the institution was based initially on the recovery of the bacterium from several patients who had at one time or another resided in the intensive and progressive care units (ICU, PCU). To substantiate the suspicion, chart reviews and daily surveillance of all patients in the ICU and PCU were started. The appearance of the organism in cultures from patients in other locations was investigated to ascertain if these patients had ever stayed in the ICU. Ail necessary data pertaining to these patients were collected and used in the evaluation of the outbreak. These factors included the sex and age of the patients, their locations in the hospital, their underlying diseases, procedures performed, therapy applied, the presence or absence of catheters during this or earlier hospital stays, the antibiotic histories of the patients before admission and while in the hospital, the personnel involved in procedures such as surgical operations, the personnel in contact with the patients in the ICU, respiratory assistance therapy during the hospital stay, and other factors.
RESULTS
AIl organisms isolated displayed the biochemical characteristics typical of M. morganii (2) .
The antibiotic susceptibility responses were quite uniform for the 11 isolates (Table 1 ). All organisms were resistant to ampicillin, cephalothin, and colistin. All were susceptible to carbenicillin, gentamicin, kanamycin, and t'rimethoprim-sulfamethoxazole when tested. There was some difference with respect to susceptibility to chloramphenicol and tetracycline in patient 2, whose morganellae displayed resistance to both drugs when isolated from the wound and blood after therapy with chloramphenicol. Morganellae from this patient, isolated before therapy, were susceptible to these antibiotic drugs. In addition, the M. morganii isolated from the urine of patient 4 displayed tetracycline resistance, as did the urinary M. morganii from patient 11, whereas this organism, isolated from the wound, was susceptible to the drug. Nalidixic acid and the trimethoprim-sulfamethoxazole disks were used only with those organisms isolated from urinary tract infections.
The source of the bacterium and the services involved are listed in Table 2 . Although there are different clinical services listed, the initial cases were found only in the ICU. Secondary cases became manifest on the obstetrical and gynecological services. The table demonstrates that there were two secondary bacteremias, eight postoperative wound infections-including a complication of a cesarean section on the obstetrics service, and five urinary tract infections. A total of 13 anatomical sites were involved on these four services.
Epidemiological history of the outbreak. The index case was a 51-year-old woman with a lymphoma treated with chemotherapy, steroids, and radiation. She was admitted on 12 February 
We determined susceptibilities by agar diffusion, using established criteria (1) . Appropriate controls accompanied all antibiograms daily. Amp, Ampicillin; carb, carbenicillin; cf, cephalothin; C, chloramphenicol; Co, colistin; Ge, gentamicin; K, kanamycin; NA, nalidixic acid; Su, sulfadiazine; Te, tetracycline; SXT, trimethoprim-sulfamethoxazole.
First number in parentheses indicates total isolates tested; second number indicates percent susceptible. R, Resistant; S, susceptible. "UTI, Urinary tract infection. Retrospective analysis of nosocomial infections at Long Island Jewish-Hillside Medical Center in the preceding 2 years revealed that this bacterium was isolated from 19 nosocomial infections (Table 3 ). These infections occurred at great intervals. The last isolation of this bacterium from a nosocomial infection before the cluster epidemic was in June 1976, 8 months before the infections reported here.
The cluster epidemic was biphasic in nature. After the index case, the first area of the institution involved was the ICU-PCU; the second phase of the epidemic occurred on the eighth (surgery), fourth (gynecology), and third (obstetrics) floors.
The best explanation for the mode of spread of M. morganii can be deduced from epidemiological observations. The obstetrical service in this institution is entirely separated from the rest of the hospital with regard to all activity and personnel except for the house staff physicians who attend gynecological patients as well. The cluster epidemic came to an abrupt halt when strict asceptic techniques, i.e., handwashing, were reinforced.
The index case patient resided on the medicalsurgical unit on the seventh floor of the institution and subsequently on the fifth floor, which is reserved for medical patients. The physicians on this service also attend patients in the ICU-PCU. All adult patients requiring intensive care, progressive care, or both reside in these units, regardless of the admitting service, for as long as their status warrants this type of care. Thus, acquisition of M. morganii in the ICU-PCU was probable for patients 2, 3, and 6. During this initial period, several gynecological patients were in the ICU-PCU without developing overt manifestations of infection. However, patient 4, an obstetrical patient, became infected and, 2 days later, so did patient 5, a gynecological patient. Before patient 5 was discharged, patients 7, 10, and 11 on the gynecology and obstetrics services developed infectious complications caused by this bacterium. Patient 8, who had undergone a complicated cesarean section, although never on the maternity floor, was at- 
